Introduction {#sec1_1}
============

Histoplasmosis is the most common endemic fungal infection in the United States \[[@B1]\]. Gastrointestinal histoplasmosis (GIH) is an uncommon disease with variable manifestations. GIH occurs due to hematogenous seeding as a result of mediastinal involvement. We need to differentiate gastrointestinal malignancies, inflammatory bowel disease, and intestinal tuberculosis due to unspecific manifestations. There are some case reports of GIH in the world, especially for immunosuppressed patients, the terminal ileum is the most common site of the small intestine with manifestations of ulcerations \[[@B2], [@B3]\]. The etiology of histoplasmosis remains unknown. Some experts postulate that numerous histiocytes might not successfully kill the organism, the "carrier" state could be activated or irritated, which can cause proliferation of macrophages and potential dissemination under some circumstances; others presume that a transient immune deficiency or even a concomitant infection may play an important role in the development of histoplasmosis \[[@B4]\].

Here, we present a rare case of ileum histoplasmosis which was quite hard to differentiate from Crohn\'s disease and intestinal tuberculosis but without immune deficiency disease.

Case Presentation {#sec1_2}
=================

A 50-year-old woman has suffered from repeated abdominal pain for 6 years. She had had a history of lung tuberculosis 10 years ago; consequently, she had received standard anti-tuberculosis chemotherapy for 9 months. The patient presented with acute lower right abdominal pain for 1 day due to intestinal obstruction proved with plain abdominal radiography. She had no fever, no cough, and no weight loss. Physical examination revealed mild tenderness of the right lower quadrant abdomen. Barium enema showed filling defects of the ileum (Fig. [1](#F1){ref-type="fig"}). Blood analysis showed a white blood cell count of 7.5×10^9^/L and her C-reactive protein level was 8 mg/L. Chest X-ray revealed pulmonary scars. Bowel thickening (approximately 8.5 mm), distal bowel dilation, and comb sign were seen on small bowel CT (Fig. [2](#F2){ref-type="fig"}). Colonoscopy was performed and returned without ulcers or nodularities. A purified protein derivative test revealed 15 mm of induration, and T-SPOT was positive. Furthermore, her HIV antibody test was negative. Chest contrast-enhanced CT showed pulmonary scar proliferation without active findings. Her intestinal obstruction was worsening with exclusive nutritional support treatment.

We held a multiple-discipline workshop involving a senior surgeon, gastroenterologist, radiologist, and pathologist. Fibrosis of the local small bowel was observed, and all experts reached the consensus that laparoscopic resection was indicated in this patient due to poor outcome of conservative therapy. Informed consent for surgical resection was obtained from the patient. The surgical specimen showed severe fibrosis and stenosis of 6 cm in length, the maximum depth of the lesion was 1.8 cm, additional to multiple cobblestone appearances (Fig. [3](#F3){ref-type="fig"}). Microscopically, these lesions consisted of granuloma and numerous macrophages. Hematoxylin and eosin staining and immunohistochemistry with periodic acid-Schiff revealed budding forms of histoplasma capsulatum within the macrophages (Fig. [4](#F4){ref-type="fig"}). Ileum histoplasmosis was diagnosed by the senior pathologist. No postoperative complications were seen.

Discussion {#sec1_3}
==========

GIH is uncommon in the world. Hertan et al. \[[@B5]\] reported a 37-year-old man with duodenal histoplasmosis with no evidence of pulmonary and bone marrow involvement. It is really rare that the thickening of the bowel could cause obstructive symptoms mimicking Crohn\'s disease and malignancy \[[@B6]\]. Our patient presented with abdominal pain, ileum stricture, and a history of lung tuberculosis. There was no evidence of lung and bone marrow involvement. The suspicious diagnosis was intestinal tuberculosis or Crohn\'s disease. However, definite diagnosis was ileum histoplasmosis due to surgical indication. However, the causes of GIH are still unknown yet. Some causes are extremes of age, immunosuppression, idiopathic CD~4~ lymphocytopenia, Job\'s syndrome, and biologic agents like infliximab \[[@B7]\], others are co-existing infections \[[@B4]\].

Our patient had a history of lung tuberculosis, and the surgical specimen showed terminal ileum histoplasmosis. We believe that this may be a case of co-existing infection of tuberculosis and histoplasmosis. Gastroenterologists need to be aware of the differential diagnosis of GIH, because it can mimic inflammatory bowel disease, intestinal tuberculosis, and intestinal lymphoma -- especially in patients who are about 50 years old. The prognosis seems much better after local resection. We need large-scale clinical research in the future.
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![Barium enema showing filling defects and a partial ileum stricture (arrows).](crg-0012-0063-g01){#F1}

![Small-bowel CT demonstrating bowel thickening, distal bowel dilation, and "comb" sign (arrows).](crg-0012-0063-g02){#F2}

![Surgical specimen showing ileum fibrosis and stenosis, and multiple cobblestone appearances (arrows).](crg-0012-0063-g03){#F3}

![**a** Diffused lymphohistiocytic infiltration and well-formed granulomas were observed microscopically (HE ×20) (arrows). **b** Periodic acid-Schiff staining revealed budding forms of histoplasma capsulatum within macrophages (HE ×40) (arrows).](crg-0012-0063-g04){#F4}
